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1. This form is used for claiming the social insurance benefit. (ZOEERIEH SEBOBTOREBIZFEAINES, )
2. This form should be completed and signed by the attending physician. (ZO# (%, EYEAEE M DELLTTELY, )
3. One form for each month and one form for hospitalization/outpatient and home visit. (& 8. AkE ARAEICHAZORER | KHANBETT, )

Attending Dentist’s Statement
(BRI EARAHE)

Name of Patient Date of Birth Sex oM aF
BEL 4£%8H 4531 E: “
Initial Office Visit Days of Services
LIS ZEAK days
Permanent tooth Primary Tooth
| f | Al ‘ |‘ | |' {4 ‘[ |
DB seiceakhion
, 0 A B |C\DVEVFYGHY 1) J
Upper . /
— Right Left Right Left
Lower ﬁ W ﬁﬁﬁﬂ U T) S/ R/Q/PO/NM/L)K
‘ ol of W { \ “
' | AT
Date Tooth No.
(A1) Or Letter Description of Service SBENA (FERX)

MO. | DA. | YR (=)

Name and Address of Dental Office (EEHRIERD K& R NRIRER)

Name : Last(#) First(£&)
Address B
Date : Signature (E4)
r%
MRED
B
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1. This form is used for claiming the social insurance benefit.

(COBRAFHRRROMADRF/IFERINETT, )

2. This form should be completed and signed by the attending physician.

(COBRIE HYENESE, M DOELLTTIL, )

3. One form for each month and one form for hospitalization/outpatient and home visit.

(BAE. A ABAMECHCORR 1 KARETT, )
ltemized Receipt(DENTAL)/4BUXERHHZE (sgFRl)

Name of Patient
BEL

Date of Services

ZHH

Permanent Teeth

Primary Teeth

R123453?a 9 10 11 12 13 14 15 16 ABCDE FEHI J
32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17 TSROP ONMLEK
Services Tooth Fee Services Tooth Fee
() No. (€5 (BEAR) No. €5
= CEY) (g=t)
1. Examination 2 Comp. &L > 1.Serf
2. X-ray LKL Bite-wings BRER X 2 Serf
Periapical 1ZX#E® X 3.Serf

Panoramic /8/2< X

Other

Material &=#f

3. Medication 9. Inlay/Onlay 41>L— 7oL —
) (Material- &#1)
4. Prophylaxies/Scaling HEiE—HAKE 10. Amal./Comp.Buid-up Z&5&
1%
Fluoride Z7wib¥1%n Post ¢ Gore AXL=7
5. Extraction 5 Other (Material-Z&#1)
6. Perio—dontal Scaling/Root planning 11. Crown &
WA THEARE - BEEEL Porcelain/Gold R—+tL>-&
Gingival Curettage HZE&E Silver Alloy #8484
Oth Materia- %
7. Pulp Cap WstE= er (Materia- 41)
12. Bridge Work 7\
Pulpotomy seRELIAT - thik Abut XA
Material
Pontic 43—
Root Canel Therapy #R#58% 1canal on IC.: s
Material
13. Plate Denture HE&EHM
2canal Partial Denture EEf&EIE
Material
Complete Denture #asxtl
3canal .
Material
8. Filimg F*i&E 14. Certificate EFBAZ
Amal. 7~<JL AL 1.Serf 15. Other
2.Serf
3.Serf Total(&&H)

Date

Currency Unit

Signature of Dentist (%)

8 HAL
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